A 10-year-old French bulldog presented with an abdominal tumor. Triple-phase helical computed tomography was performed, revealing a hepatic tumor, an enlarged hepatic lymph node, and no masses in other organs. The hepatic tumor demonstrated marked enhancement, similar to that of the aorta in the arterial phase. The tumor had rich vascularization and a hepatic arterio-venous shunt formed between the hepatic artery and middle hepatic vein. The hepatic tumor was surgically removed and histological diagnosis revealed a hepatic carcinoid tumor. During surgery, rapid massive arterial hemorrhage occurred from the site of the incision. The animal died without improvement post-surgery. In the case of an arterio-venous shunt in a hepatic tumor, it is important to be careful to avoid perioperative bleeding.
The advent of multidetector helical computed tomography (CT) allows fast scanning and improved image resolution and quality [4] . Due to advances in CT, detailed investigation of various diseases, including vascular abnormalities and tumors, has become possible. One of the advances in CT, triple-phase helical CT, can be used to scan the whole abdomen rapidly, in 3 phases [2, 4, 9, 14] . In triple-phase helical CT, the images are obtained during the arterial phase, followed by the portal venous phase, and delay phase images, after a single bolus injection [2, 4, 14] . Moreover, triple-phase helical CT allows evaluation of both the hemodynamics of abdominal masses and the reconstructed three-dimensional (3D) image by scanning the whole body in both phases [4, 14] .
In humans, hepatic tumors may form an arterio-venous shunt. Arterio−venous shunts in hepatic tumors are classified as arterioportal vein shunts and arterio−hepatic venous shunts. In humans, the former occurs frequently, while the latter type is rare [6] . The formation of an arterio−hepatic venous shunt in tumor is attributed to complex anatomy and various pathological conditions, including tumor growth and vascularization [5] . An arterio−venous shunt in a tumor may cause severe hypertension, splenomegaly, ascites, esophagogastric varices and hemorrhage.
In veterinary medicine, arterio−hepatic venous shunts in hepatic tumors have not yet been reported. This report describes for the first time an arterio−hepatic venous shunt in a hepatic tumor that was investigated by triple-phase helical CT.
A 10-year-old male French bulldog, weighing 11.2 kg, was referred to the Synergy Animal General Hospital after accidental ingestion of a towel and vomiting. The complete blood cell count (CBC) revealed anemia (hematocrit value: 26.5%, reference range: 40−55%). In the serum biochemistry profile, alkaline phosphatase (>1,000 U/l, reference range: 17−78 U/l), gamma glutamyltransferase (18 U/l, reference range: 5−14 U/l), alanine aminotransferase (348 U/l, reference range: 47−254 U/l), and aspartate aminotransferase (966 U/l, reference range: 17−44 U/l) levels had increased. Ultrasound examination revealed a hepatic tumor of mixed echogenicity. Thoracic and abdominal radiographs were unremarkable. Barium sulfate was used for investigation of obstruction, but none was found, and most barium sulfate was present in the colon and rectum at 22 hr after administration (30 min before CT examination).
Triple-phase helical CT was performed with a 16-slice multidetector CT scanner (SOMATOM Emotion, Siemens, Munich, Germany). The scanning parameters were as follows: rotation time 0.6 sec, slice thickness 1 mm, reconstruction interval 1 mm, table speed 15 mm/rotation, helical pitch 15.0, X-ray tube voltage 130 kV, and X-ray tube current 150 mA. Iopamidol (Oypalomin 300, Fuji Pharma Co., Tokyo, Japan) was used as a contrast medium and was administered at a dose of 2.5 ml/kg (750 mg iodine/ kg) via the cephalic vein, by means of a power injector (Stellant, Nihon MEDRAD, Osaka, Japan). The injection time was fixed at 15 sec. Pre-contrast (before the injection of contrast medium), arterial phase (20 sec after the start of the injection), portal venous phase (40 sec after the start of the injection) and delay phase (120 sec after the start of the injection) scans were obtained as described previously [4, 14] .
The CT findings showed that the tumor was located in the hepatic quadrate lobe and the right medial lobe (Fig. 1) . The maximum size of the mass was calculated to be 6.3 × 5.4 × 6.4 cm in the CT image of the arterial phase. In the arterial phase, the contrast enhancement pattern was heterogeneous, and the maximum contrast value of the tumor was approximately 320 HU, a value similar to the contrast value of the aorta (Fig. 1B) . The mass was shown to connect to the middle hepatic vein. The middle hepatic vein and caudal vena cava more cranial than the liver were enhanced. In 3D reconstruction imaging of the arterial phase, the mass was directly connected to the hepatic artery (Fig. 2) . The mass was hypervascular and formed an arterio−hepatic venous shunt, indicating that the hepatic artery and middle hepatic vein were connected within the mass. In the portal venous phase and delay phase, the hepatic mass also appeared to be heterogeneous and the maximum contrast value of the hepatic mass was higher than that of the surrounding liver parenchyma (Fig. 1C and 1D ). The maximum contrast values of the hepatic mass in the portal venous phase and delay phase decreased rapidly in comparison with those in the arterial phase (portal venous phase: approximately 170 HU, delay phase: approximately 140 HU).
The hepatic lymph nodes were enlarged, according to sizes calculated from the CT image (sizes of hepatic lymph node, right: 1.4 × 1.8 × 2.0 cm, left: 1.5 × 1.7 × 2.1 cm; Fig. 3 ). The contrast patterns of the right hepatic lymph node were heterogeneous (the marginal region was richly enhanced and the center region was poorly enhanced) in all phases. The contrast patterns of the left hepatic lymph node were homogeneous. The portal vein was excluded by two enlarged hepatic lymph nodes. No other organs, including the lungs, the gastrointestinal system and the pancreas, showed the presence of masses. No abdominal lymph nodes other than the hepatic lymph node showed specific findings, such as the abnormal contrast pattern or enlargement. Barium sulfate was present in the colon and rectum. According to these CT findings, the mass was deemed likely to be a hepatic tumor with an arterio−hepatic venous shunt in the tumor and hepatic lymph node metastasis.
During surgery, the hepatic mass was removed by means of lobectomy of the whole quadrate hepatic lobe and partial lobectomy of the right medial lobe. The hepatic mass adhered to the surrounding tissue (gall bladder and medial left lobe). When the hepatic mass was dissected from the surrounding tissue, arterial hemorrhage was caused at the site of incision. Hypotension, bradycardia, depression of arterial oxygen saturation followed, due to rapid and massive arterial hemorrhage. Subsequently, blood transfusion was performed, but cardiac arrest occurred after the hepatic tumor was removed. Despite cardiopulmonary resuscitation, the animal died without improvement. The two enlarged hepatic lymph nodes were not removed.
Histologically (Fig. 4) , the hepatic mass was composed of nests and packets of polyhedral cells, separated by fine fibrous connective tissue. The neoplastic cells had moderate amounts of eosinophilic, granular cytoplasm and round vesiculated nuclei. There was mild to moderate anisocytosis and anisokaryosis. Mitoses averaged 2 per 10 high-power fields. Within the mass, there were multifocal, small areas of hemorrhage and necrosis. These findings were consistent with a carcinoid.
In the 3D reconstructed image of the arterial phase, the arterio−hepatic venous shunt was connected directly to the hepatic artery and the middle hepatic vein in the hepatic tumor. An arterio−hepatic venous shunt had formed within the tumor, creating hypervascularity in the tumor. Therefore, massive arterial hemorrhage occurred at the site of incision in the tumor. Hemorrhage is a major complication in hepatic tumor resection [10] . This case suggests that an arterio−hepatic venous shunt in a tumor could be a risk factor for massive arterial hemorrhage during hepatic tumor resection.
Recently, it was reported that various methods of hepatic vascular occlusion during hepatic resection can be useful to reduce hepatic blood flow and prevent hemorrhage during hepatic resection in the dog [1, 10, 11, 13] . Those methods have been reported in dogs with hepatic arteriovenous fistulas, intrahepatic portosystemic shunts and hepatic tumors involving the caudal vena cava [1, 11, 13] . Those methods could be required for resection of hepatic tumors with an arterio−hepatic venous shunt. In humans, transarterial chemoembolization, an arterio−hepatic venous shunt in hepatocellular carcinoma is a risk factor for systemic embolization [3, 8] . This finding is one of the important criteria for selecting methods in interventional radiology, including radiofrequency ablation and drug-eluting bead transarterial chemoembolization [8] . With the increased use of CT in veterinary medicine, reports of arterio−venous shunts in tumors may increase in future. The CT finding of an arterio-hepatic venous shunt may become the criterion for selecting new methods for treating hepatic masses in dogs.
Primary hepatic carcinoid tumors are rare in dogs. Reports of hepatic carcinoid tumors in dogs have also shown that the liver is the most common site for carcinoid metastases, particularly when the carcinoid arises from the gastrointestinal tract or pancreas [7] . In our study, the dog did not have a mass in any organ other than the tumor in the liver. Hence, we diagnosed the hepatic tumor as a primary hepatic carcinoid tumor, and suspected that the enlarged hepatic lymph nodes represented metastasis.
In our study, the hepatic tumor exhibited a heterogeneous pattern in all phases. The contrast in the tumor demonstrated marked enhancement, similar to that of the aorta, in the arterial phase, which decreased rapidly in the portal venous phase. However, the maximum contrast values of the hepatic tumor were higher than that of the surrounding liver parenchyma in the portal venous and delay phase. In humans, the characteristic contrast patterns of primary hepatic carcinoid tumors include marked enhancement in the arterial phase [12] . Such carcinoid tumors also show washout in the portal phase and higher enhancement in the delay phase than the surrounding liver parenchyma. The contrast pattern of the primary carcinoid tumor in our study was therefore similar to that in humans. Nevertheless, in a previous study, hepatocellular carcinoma showed a heterogeneous pattern [4] . In humans, arteriohepatic venous shunts are most frequently observed in patients with hepatocellular carcinoma [5, 6, 8] . Because this report was based on a single dog, a future large-scale study is necessary to determine whether the characteristic findings of primary hepatic carcinoid tumors in dogs include arterio-hepatic venous shunts.
The present case indicates that hepatic tumors may show marked enhancement, similar to that of the aorta in the arterial phase. Such hepatic tumors may have rich vascularization and may involve a hepatic artery−hepatic vein shunt. Furthermore, 3D reconstructed images of the arterial phase are helpful for detecting arterio−venous shunts in tumors. Moreover, when a hepatic mass is detected with an arterio−venous shunt within the tumor, it is indicative of the risk of massive arterial hemorrhage. In such cases, it is important to select surgical methods that can prevent hemorrhage, and to be careful to avoid perioperative bleeding.
